Not an age of depression after all ? Incidence rates may be stable over time"
follow-up of depressives who had been hospitalized at the index episode, found that 70 % could recall being depressed but only 50 % could recall detailed symptoms sufficiently to satisfy diagnostic criteria. Lifetime rates for disorder in studies that retrospectively assess lifetime prevalence tend to be around twice the 6-month prevalences, which could indicate forgetting, although it could also indicate that a high proportion of disorder is chronic (Parker, 1987) . In the long run, studies of successive cohorts and at successive periods are required to establish changes in rates.
One other major study has adopted a comparable successive cohort design. The Swedish Lundby Study was begun by Essen-Mo$ ller (Hagnell et al. 1982 Rorsman et al. 1990) . Like Stirling County a disguised name, the area was initially rural and over time has undergone some urbanization. The study involved two cohorts, first studied cross-sectionally in 1947 and 1957 respectively, with follow-up of the first cohort also in 1957, and of both in 1975. The conclusions in this study have been different. In Lundby incidence rates rose in the younger cohort and over time in the older cohort, and the gender ratio was approximately 2 : 1. It was findings from the Lundby study published in this journal (Hagnell et al. 1982 ) that provided the first good evidence of rising incidence.
However, in a Finnish study of samples from two contrasting communities followed up after 5 and 16 years, overall prevalence rates of disorder did not change, and the youngest birth cohort appeared to have lower rather than higher rates (Lehtinen et al. 1991) . In a different kind of analysis employing structural equation modelling on data from a 13 year follow-up of the Baltimore ECA sample, Gallo et al. (1999) found less reporting of depressive symptoms in subjects aged over 65 who had been under 65 at the first wave, arguing against a cohort effect rather than an effect of age, or a period effect.
These studies are very difficult to carry out, requiring remarkable persistence and devotion. Over time methods change, instruments are superseded, diagnostic criteria and usage may change in subtle ways, samples alter in characteristics and accessibility for study. Statistical power may be limited. The very large epidemiological samples possible in multi-centre studies today were not feasible 40 to 50 years ago.
No study stands by itself without replication, and further studies of this kind are still needed, to sort out what is happening. The Stirling County authors discuss possible reasons for discrepancies between studies. This paper from a monumental study challenges some recent assumptions. We are pleased to publish it as a major contribution.
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